SUMMARY Nine patients (5 male and 4 female) are described with mild pain in the lumbar and thoracolumbar spine, early morning pain, morning stiffness, and moderately reduced mobility of the spine. Initial x-ray examination of the spine revealed sclerosis of one or several vertebral bodies and erosions in various parts of the vertebral bodies. In the further course of the disease squaring, sacroiliitis, and arthritis of the apophyseal joints was found. Seven of the 9 patients had the histocompatability antigen HLA B27. On the basis of these observations it is considered that 7 of these 9 patients had ankylosing spondylitis, the erosive lesions of the vertebral bodies being the first visible signs of the disease.
bodies and discs are known to occur in ankylosing spondylitis. The opinion prevails that these lesions are a late manifestation of the disease.1`8 It is, however, less well known that such changes may be an early and even the first radiological sign of ankylosing spondylitis.9"`Particular attention has been paid to these changes with the aim of classifying them as a special group."2
Patients and methods
In the period 1975 to 1980 erosive lesions of the vertebral bodies were observed in 9 patients (5 men and 4 women, age range from 26 to 54 years).
A personal and family case history was taken and an extensive examination was made of the locomotor system, especially the spine. X-ray examinations were made of the spine (standard x-rays and tomography), scintigraphy was performed, and HLA antigens were determined.
The patients were observed for periods of 2 to 4 years. The Rome criteria were applied for the diagnosis of ankylosing spondylitis."
Results
Clinical and radiological details are given in Tables 1  and 2 . During the first interview it was established Accepted for publication 6 April 1981. Correspondence to Professor I. Jajic, 41000 Zagreb, Lovcenska 100, Yugoslavia. The HLA B27 antigen was found in 7 of our 9 patients. Erythrocyte sedimentation rate and blood count were within normal limits. X-rays of the sacroiliac Joints showed early sacroiliitis in two patients. .7 Destructive lesions of the vertebral bodies were present in all patients, most commonly in the lumbar spine. In 2 patients they were found in the thoracic spine (patients 7 and 9, Fig. 1 ) and in 1 patient in the sacrum (patient 6, Fig. 2 ). The fourth and fifth lumbar vertebrae were those most frequently involved. Standard x-rays of the spine, particularly lateral radiographs, revealed sclerosis of the corners of the vertebral body, most frequently involving the anterior corners (upper or lower), less often the posterior corners (patient 2, Fig. 3 ) or the entire vertebral body (patient 8, Fig. 4 ). In the lateral view the margins of the vertebral bodies were vaguely defined (Fig. 5) . Tomography of-the affected regions confirmed the presence of erosions and ulceration (Fig.  6) . The intervertebral joints C2-C7 were affected in patient 8 . The remaining parts of the spine did not show any changes of ankylosing spondylitis. The intervertebral spaces were only slightly widened.
During prolonged observation other x-ray signs developed, characteristically associated with ankylosing spondylitis, such as squaring, syndesmophytes, and sacroiliitis, together with clinical signs (early morning low back pain, morning stiffness of greater intensity, restricted movement of the lumbar spine and thorax). Total restitution of the lesions was not seen. In patient 1 it was established that one of her 2 brothers was suffering from ankylosing spondylitis.
Discussion
The lesions described have been found in ankylosing spondylitis'"4 17 and in osteoarthrosis of the spine.'5 The pathogenesis of these lesions in ankylosing spondylitis is presumably inflammatory in nature.9 16
In the later stages, the destructive lesions may be associated with trauma.9 Destructive lesions are said to be found less frequently in cases of ankylosing spondylitis when exercises of crawling are omitted from the physiotherapy programme. '8 On the basis of the clinical findings, the course of the disease, the x-ray changes of the sacroiliac joints, the family history, and the finding of the antigen HLA B27 we conclude that 7 of our patients had ankylosing spondylitis (patients 1, 2, 5, 6, 7, 8, 9).
The destructive lesions were precursors to other features of the disease and, in association with localised pain, were thought to signify the presence of a tumour (patient 2) or infection (patient 6). Two to 4 years elapsed before the onset of other symptoms such as spreading low back pain, early morning back pain, intensification of low back morning stiffness, and impaired movements of the spine and thorax. In patient 3, on the other hand, we believe that degenerative changes (Fig. 7) were present, while in patient 4 the nature of the disease process remains uncertain. In neither of these 2 patients was the HLA B27 antigen found.
Radiological and histological investigations by Dihlmann and coworkers"9 support our opinion, since they show that the types of lesions described are associated primarily with inflammation or are a reflection of a combination between an inflamrmatory process and secondary degenerative changes. The lesions described do not differ from the 'destructive' lesions in established ankylosing spondylitis.
